Sheldon' defined urinary incontinence as "the involuntary voiding of urine in whatever amount." Agate2 refers to urinary incontinence as being "in practical terms the voiding of urine at unsuitable times and elsewhere than in a suitable receptacle." The lexicographers' definitions of incontinence emphasise a lack of self-restraint in a moral sense and thus endorse the shame and repugnance associated with this symptom that as it were compounds the felony and is responsible for much of the sombre psychosocial problem.
Notwithstanding In infancy evacuation of the bladder occurs reflexly, the reflex arc running through the sacral region of the cord. The development of control over bladder evacuation is associated with the growth of inhibition of the evacuation reflex, the path of the inhibitory impulses running in the sympathetic nerves, which probably maintains inhibition of the detrusor muscle and possibly closure of the sphincter. At the same time it becomes possible voluntarily to overcome this inhibition and so to start micturating, which is then completed reflexly Thus we can recognise three nervous mechanisms controlling bladder function-the sacral reflex arc for evacuation, the inhibitory influences of the sympathetic nerves, and voluntary control overcoming the latter and starting micturition.
Acquisition of incontinence
In the normal child the incomplete development of the central nervous system results in an automatic spinal reflex for both bowel and bladder. The second phase of development depends on behaviour-training, usually carried out at home. The parent wants to reduce the laundry and ensure that her child meets the social requirements of sanitary behaviour in time to avoid the unpleasant consequences of failure for child and parent. This, of course, is pot training, a habit training based on the principles of the conditioned reflex.
The degree of skill demanded from the child and adult is that they should be able to with acute illness or absolutely immobilised by injury in an environment she has dedicated her life to keeping clean may have to face the prospect of deliberately soiling this environment. Such conditioning may be so strong a barrier that she cannot consciously commit this outrage. Some escape must be found and the only available means is "dissociative inhibition" or "denial" of awareness in this area.
Denial
The concept of denial,10 derived to describe the phenomenon of defence of the ego against facing the full meaning of impending death, stroke, and brain damage, nicely fits the case of the socially conditioned individual faced with the devastating psychological impact of incontinence. It explains the bizarre and baffling presentation, all too frequent in hospital and elsewhere, of the patient who seems fully aware of all other aspects of his or her environment except his or her incontinence. This mechanism includes disturbance of central nervous control of bladder function, which in elderly people is too easily assumed to manifest irreversible brain damage. It cannot be too strongly emphasised, however, that this disturbance is functional and therefore reversible. This is an extremely common mechanism or urinary incontinence in elderly patients, so common that it should always be suspected in new cases of persisting transient or symptomatic incontinence. Management depends on improved patient-nurse communication, mutual insight, and the reliable provision on demand of access to an appropriate toilet receptacle, thus enabling the patient to return to satisfactory adaptation back through to the right side of the barrier of social conditioning so that awareness of bladder function can be faced again without unbearable anxiety, fear, and shame.
Thus these two commoner behavioural mechanisms for preventable incontinence can masquerade as the uninhibited neurogenic bladder with structural brain damage. Denial is one, and emotional breakdown in response to institutional care5 or institutional neurosis is the other.
THE INDIVIDUAL CASE
Incontinence often features as the main complaint or chief symptom precipitating medical referral of an elderly person by virtue of its shattering social effects. Often this main complaint comes from the patients' entourage rather than the patient himself. The latter may be deeply ashamed of, sadly resigned to, or apparently absolutely unaware of this main complaint. This calls for a special combination of tact and incisive observation at the outset. The approach is much simplified if the doctor adopts and even aggressively projects the common-sense precept that incontinence is an almost inevitable concomitant of any illness or immobilising injury in an elderly or disabled person, however exalted, to be faced cheerfully rather than as a dreary shameful manifestation of aging that needs to be concealed. Continence in such a contingency should be greeted with respectful surprise or even doubt demanding reconnaissance of the bedroom rather than incontinence to be observed with any emotion other than sympathetic concern. Finding his incontinence taken for granted in routine fashion, the patient, relieved of shame and selfreproach and finding denial or other ego-protecting defence unnecessary, may confide the gruesome details and cooperatively permit a thorough examination of himself, clothing, and household arrangements.
Thus, as well as a history of the predisposing illness or injury and resultant immobilisation or environmental disturbance, some information may be obtained from the patient as well as the attendants. A drug history is important because so many psychotropic drugs have an atropine action and predispose to urinary retention with overflow incontinence, as do sympathomimetic drugs given for bronchospasm and heart block, and, of course, urinary retention with overflow incontinence may result specifically from routine continuous administration of anticholinergic drugs such as propantheline bromide and emepronium bromide given for urinary incontinence; and the effect of powerful diuretics must be taken into account.
In hospital the incontinence factor is historically best analysed by some sort of incontinence chart. Essentially, this entails the recording every two or four hours of whether the patient is wet or dry. The chart should allow space for the nurse to confirm by her initials that she has offered or taken the patient to the lavatory or provided toilet appliances on each of these occasions.
Examination will include reference to cognitive function and integrity of long tracts in the central nervous system; and in the urogenital system, bladder distension, enlarged prostate in the man and prolapse or vulval changes in the woman. The rectum will be checked for faecal overflow or impaction, and the urine will be examined for evidence of infection, as well as glucose and protein. Urine specific gravity may be a helpful indication of renal function in the presence of dehydration, a common feature in such cases.
Urological assessment may be needed in prostatism in men and suspected bladder neck troubles in women. Women with true stress incontinence associated with uterine prolapse and other disorders-such as urethral caruncle-will need gynaecological assessment.
Investigations of stubborn cases without an obvious local lesion may include intravenous pyelography, which apart from revelations about renal function will indicate the residual urine non-invasively, a micturating cystogram in cases with suspected bladder neck troubles, and cystometry. Cystometry enables simple recording of the intravesical pressure and sensations of the patient with given increments of fluid content. Thus the various types of neurogenic bladder may be diagnosed.
Autonomous The bladder is thus exposed to a constant series of uninhibited contractions, intravesical pressure is high for most of the time, and a secondary hypertrophy of the detrusor muscle results, which may be complicated by the formation of diverticula. These three types of neurogenic bladder are not specifically age-related, but the fourth type underlies or seems to underlie much of the dysuria and incontinence presenting in the aged.
Uninhibited neurogenic bladder-Sensation is characteristically retained but the ability to inhibit spontaneous contractions is lost. This may result from a lesion in the frontal cortex and may occur in patients with stroke disease or with a frontal lobe tumour. Some degree of the uninhibited neurogenic bladder may occur in elderly patients due to age-related neuronal fall-out within the cerebral cortex. It is emphasised, however, that the phenomenon may not result from structural damage at all in many cases but may result from a functional disturbance -for instance, emotional breakdown with regression as described by Newman, or denial -so that cystometry may not immediately distinguish between organic and functional mechanisms but may, if sympathetically carried out, provide an opportunity to probe and restore insight and stimulate recovery of normal function in such a patient-that is, provide an additional means of bladder retraining.
Treatment
Successful management of urinary incontinence in the elderly depends, as with other ills, on diagnosis and common sense as much as technical expertise. The first important general principle is to avoid palliative containment of apparent incontinence, which is remediable, because it tends to perpetuate the symptom. The increased availability of ingeniously designed diapers, for instance, contains the symptom, but impeding effective access to a suitable toilet receptacle is an important factor in increasing the frequency of habitual incontinence.
Similarly, the ubiquity of disposable incontinence pads is a godsend to attendants and nurses of potentially incontinent elderly patients marooned or nearly marooned in beds, arm-757 awareness. Otherwise it may be found that withdrawal of the catheter later is accompanied by further retention or at best an apparently uninhibited neurogenic bladder. Periods of intermittent drainage are a wise precaution to prevent loss of capacity due to chronic contraction of the bladder, a risk that is greatly increased by inadequately treated bladder infection. The place of the catheter in managing greatly incapacitated immobile elderly patients depends on common-sense indications such as the need-for instance, in diabetics-for frequent urine testing; monitoring urine output in managing oliguric or oedematous patients, especially those on diuretics where the output may be enormous; the presence of pressure lesions the healing of which would be delayed by the presence of urine; patient acceptability; and the quality and quantity of nursing and patient-nurse communication available. The urine bag should be carefully sited for portability and camouflage to safeguard the dignity of the patient.
For immobilised men condom appliances or Paul's tubing, if they suffice, are to be preferred to the indwelling catheter. Where the internal sphincter has been damaged by prostatectomy, condom appliances may be effective or patients may tolerate a penile clamp.
Prolonged antibiotic treatment may be needed to eliminate persisting infection in residual urine in men with prostatism or women with minor degrees of uterine prolapse, either of which may be accompanied by chronic trigonitis with distressing frequency of micturition and incontinence.
In stubborn cases of nocturnal incontinence of urine associated with polyuria, drugs such as propantheline bromide or emepronium bromide may be given to increase bladder capacity at night. Taking these drugs throughout the 24 hours tends to promote residual urine with resulting overflow incontinence and increased susceptibility to reinfection and is therefore contraindicated. Moreover, when these drugs are given overnight, it may be desirable to reverse their effect in the morning with carbachol or distigmine bromide in the absence of urethral obstruction-for instance, due to prostatic enlargement.
Oestrogen treatment in women after the menopause is important in controlling urinary incontinence by restoring a healthy urethral and perineal epithelium that resists reinfection, facilitates control of uterine prolapse with appliances if necessary, and generally eliminates soreness and distress in the orifice area, which will encourage denial of bladder awareness. Urological and gynaecological disease will clearly demand appropriate specialist treatment. Cases of minor uterine prolapse in women may respond to pelvic floor exercises.
If and when passive containment of unavoidable incontinence is necessary, absorbent pads should be designed with hydrophobic material to draw the urine through an upper permeable but non-wettable layer to protect the skin from urine. The non-permeable backing of pads and all plastic drawsheets should ideally be "bubbled" both to prevent pressure trauma and provide space for voided urine. Similarly, diapers should have absorbent material to take the urine away from the skin and allow removal of soaked material from the outside rather than the inside. Details of such pads and diapers may be obtained from the Disabled Living Foundation* or Willington's book." Proper management of sick and injured elderly patients in the acute stage will, however, greatly reduce the need for those expensive and valuable supplies.
The most commonly used test for the individual measurement of children's intelligence is the Wechsler Intelligence Scale for Children, which was published in a revised form in 1974. The McCarthy Scale and the Stanford Binet Scale (sometimes referred to as the TermanMerrill) are also used, although the latter has been criticised on statistical grounds and is becoming less popular. All these tests are American, but some standardisations for use in other countries exist. Group tests are often used in schools and for survey work. There is no one outstanding test of this type, and they are not recommended for arriving at an individual child's IQ. Children from different races and different social classes do obtain different test scores, but there is no general agreement on the relative part played by inherited characteristics, cultural factors affecting the child's actual performance, and cultural factors affecting the test content and administration.
Sattler, J M, Assessment of Children s Intelligenice. London, \X' B Saunders, 1974. Does rauwolfia cause breast cancer ?
The matter is undecided. Three papers' in 1974 suggested an association between the taking of rauwolfia derivatives and the later development of breast cancer, and it was surmised that prolactin secretion, stimulated by the drugs, might have inhibited lymphocyte rejection mechanisms. Subsequently, three more papers4 1i failed to find a valid association between rauwolfia and cancer (the last paper interestingly showing that hypertension was commoner in patients with breast cancer than in controls). Further evidence is awaited. Meanwhile caution is advisable, and it is wise to use other antihypertensive agents for new patients. For patients already established on, or well controlled by, reserpine there is insufficient proof to justify changing the drug for this reason alone.
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Chloroquine in large doses causes visual impairment or blindness in a few people. People taking chloroquine 300 mg weekly for prophylaxis against malaria may take extra chloroquine if they develop a fever and thus increase the risk of visual impairment. Consequently, chloroquine is unwise for airline pilots. Proguanil 100-200 mg daily is safer. Maloprim (pyrimethamine 12 5 mg with dapsone 100 mg in each tablet), two tablets weekly, is effective chemoprophylaxis against malaria anywhere in the world. Airline pilots may develop malaria in Africa but are unlikely to do so elsewhere; thus, daily proguanil is the drug of choice. Alcohol increases the susceptibility to malaria and many other diseases, and airline pilots should not drink alcohol if they wish to maintain perfect physical health.
